Attitudes toward euthanasia differ between individuals and populations, and in many studies the medical profession is more reluctant than the general public. Our goal was to explore medical students' attitude toward euthanasia.
Introduction
Euthanasia continues to be on the agenda all over the world. For example, there are bills in Australia and several US states proposing to allow euthanasia or physician-assisted suicide (PAS), and recently in Great Britain and Canada, bills proposing assisted dying were defeated. [1] [2] [3] [4] [5] [6] The outcomes of these and future possible legal changes are likely to be connected to the attitudes toward euthanasia in societies.
Previous studies on euthanasia have shown large variances in opinions correlating to differences in age, profession, religious belief and country. In addition, attitudes can change over time. [7] [8] [9] [10] [11] [12] [13] [14] [15] Young people have been shown to be more positive to euthanasia than the elderly are and the general public and lawyers appear to be more in favour of euthanasia than the medical profession. 8, 12, 15 Among the terminally ill, there are results indicating a positive attitude to euthanasia in general; however, few dying patients express a personal wish for it. [16] [17] [18] [19] Their requests for aid in dying correlate mainly to psychological factors, such as depression and hopelessness and social factors such as poor social support and feelings of being a burden to others, existential factors and fear of future physical symptoms rather than actual symptoms. 16, 17, [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] One study has also indicated a connection between clinician factors and patients' wishes to hasten death, where the doctor's willingness to assist the patient in hastening death was one significant factor predicting the probability of such a wish. 29 Medical students are young and gradually developing an identity as doctors throughout their education. 30 As values change over time, a new generation might bring different opinions into the medical profession, but they might also change their views when assimilating to their new professional identity. Previous studies on attitudes to euthanasia among medical students have mainly consisted of quantitative studies exploring the distribution/numbers supporting or opposing fixed arguments on euthanasia. 13, [31] [32] [33] [34] To our knowledge no studies have explored the students' arguments and active reflections supporting their views. In pedagogical research it is established that the learning process starts in the already known, 35 and it is important for educators to have an understanding of the views of the students. Our goal was therefore to describe medical students' attitudes and arguments toward euthanasia. legalization of euthanasia? Why or why not?', 'Is there a situation when you would ask for euthanasia for yourself?' and if the student had a positive view, further questions concerning when and how euthanasia should be applied. The questionnaire also contained open-ended questions on a dignified death, of which the results have been presented in a separate paper 36 and patient data such as gender and age. The questionnaire was validated with a pilot study, and minor changes were made and a definition of euthanasia was added. Euthanasia was defined as the intentional killing of a patient at his voluntary, expressed and competent request, often by the administration of a lethal dose of medication.
To get a broad range of perspectives from students with varying degrees of experience, the questionnaire was distributed to both the first-and fifth-year medical students at a University of health science in Sweden. Data were collected on two separate occasions. In 2001 the questionnaire was sent to the students by mail, and in 2003 the questionnaire was handed out to the students at lectures by the first author. All questionnaires were unlabeled and returned anonymously by mail. The questionnaire was handed out to 379 students and completed by 165 students, which makes a response rate of 44%. As the questionnaire was submitted anonymously, a formal analysis of the drop-out rate was not possible, but the responders did not differ in age or gender ratio from the entire study population (see background data in Table 1 ).
The study was approved by the regional board of ethics. As the primary goal was to explore and describe the students' attitudes toward euthanasia rather than to quantify it, focus was on a qualitative description. Consequently, the responses to the open-ended questions concerning euthanasia were analysed using qualitative content analyses with no predetermined categories. 37, 38 The analysis was performed according to the following steps: 1. The material was read through to obtain an overall impression (naive reading). 2. The responses were re-read carefully to identify significant text segments (meaning units). 3. The meaning units were condensed and abstracted to codes. 4. The codes were then compared with and sorted into subcategories and categories. 5. The categories were compared with avoid overlapping and content descriptions were developed. Quotations were used to exemplify the categories.
Coding and development of categories were mainly carried out by the first and third author, and the co-authors concentrated on the validation of the results. Every response was read through by at least two of the authors, and the categories were discussed until agreement was reached. To further strengthen the validity of the study, the result was presented at a seminar to researchers who commented. Background data and some data concerning attitudes toward euthanasia were analysed with descriptive statistics.
Results
One-third (34%) of the respondents expressed a positive opinion regarding legalization of euthanasia, about half (52%) of the respondents had a negative opinion and the rest (13%) were undetermined. But when discussing whether they might be asking for euthanasia for themselves in a future situation, only one-fifth (18%) ruled this out, whereas 45% considered they might do this and about 36% were undetermined.
The qualitative analysis yielded two themes: arguments opposing and arguments supporting euthanasia, which will be presented below. An overview is presented in Table 2 .
A-Arguments opposing euthanasia
Arguments opposing euthanasia were mostly focused on a general level of society and ethics.
The following five categories emerged in the analysis:
B-1 Morally wrong. Euthanasia is morally wrong according to religious beliefs, medical ethics, the sanctity of life or the intrinsic value of nature and its purposefulness.
When and if a human being is dying is not in the hands of humans to decide. I would never give a lethal injection to someone.
-Woman, 27 years old, fifth-year student B-2 Slippery slope. When permitting euthanasia, there is a potential for abuse and development of a gradual change in indication for euthanasia. Eventually there might be a shift in society's norms and attitudes to the severely ill, which is also known as the 'slippery slope argument'. This may damage the faith in, and credibility of, the healthcare system.
I think there would be a devaluation of human dignity. If it is legitimate to actively 'kill' certain humans in certain situations, it can easily lead to different people's right to live being questioned. 'Look there -an intellectually and physically handicapped child. . . it would be merciful to let it die. It's inhumane to let it live.' Suddenly the discussion is about whether it is WRONG to let certain individuals live. It can never be a physician's task to deliberately cause death in humans.
-Man, 22 years old, first-year medical student B-3 Guilt and strain. There is a risk of feelings of guilt and strain among those supposed to perform euthanasia, that is doctors and other staff members. There is also a risk of wrongful decisions, which might cause strain on those involved, that is family members and staff, who might be involved in a situation they have not chosen.
Euthanasia puts an unreasonable burden on the one making the decision. In the decision of euthanasia, not only is the patient involved, but also the family, staff and the person performing the killing act.
-Man, 21 years old, first-year medical student B-4 Not necessarily a true wish. The patient's wish for euthanasia is not necessarily a true wish to die. It might be influenced by society's norms, relatives' attitudes or financial problems. Furthermore, it might not, on a deeper psychological level, be a wish to die, but a cry for help and attention.
It is difficult to find out if something is a person's true, free will. A performed euthanasia is by definition an irrevocable decision. Even if a person says she wants euthanasia, there might be many other factors involved. It can, for example, be that the patient has a feeling of being a burden to her family, to the health-care system or to society, and is primarily driven by a wish of not being a hindrance, rather than a wish to die. -Man, 21 years old, first-year medical student.
In many cases I think that people who are dying and supposedly want help to die, want this because of a special reason, for example due to being depressed, feeling lonely, like a burden, being in severe pain, anxiety, etc. If these symptoms could be treated/alleviated in an optimal way I think considerably more people would like to live on until they died a 'natural' death.
-Woman, 30 years old, fifth-year medical student B-5 Not a task for the health care system. Euthanasia is not a task for the healthcare system. If the patient has a wish to die, suicide is a legal option.
It becomes a strange situation when you start to make decisions on taking other peoples' lives. Further, it is not the task of the health-care system to do such things. If you would want to kill someone because of that person's suffering, you do not need to be medically trained, so there is no reason to give this task to the health-care system. -Man, 21 years old, first-year medical student
A-Arguments supporting euthanasia
Arguments supporting euthanasia were mostly focused on the patient's personal situation. The analysis yielded two categories concerning arguments supporting euthanasia: autonomy and relief of suffering.
B-1 Autonomy. The right to your own death, based on the principle of autonomy and your right as an individual to make your own choices in life, even concerning when, where and how to die.
In those cases when a person clearly expresses or has expressed a wish to let go of life, I think you should allow it. We choose and take responsibility for the rest of our lives. I think you should be granted the responsibility to control your death. -Woman, 32 years old, first-year medical student B-2 Relief of suffering. Euthanasia was seen as a possibility when in severe suffering. Different origins of suffering were identified in five subcategories, which are described below.
C-a) Severe diagnoses and symptoms. Generalized cancer was often stated as a reason for euthanasia. Other diagnoses were those affecting the cognitive state, such as neurodegenerative diseases like dementia and Huntington's disease, brain damage because of accidents or cerebral vascular insults. Diseases that mainly affect physical performance were also regarded as a ground for euthanasia, for example spinal cord injuries, paralysis, Duchennes muscular atrophy, ALS and multiple sclerosis. These views were expressed by both first-and fifth-year students. Other diagnoses were severe heart failure and AIDS. Symptoms without relation to any specific diagnosis mentioned were severe pain, dyspnoea, nutritional difficulties and pruritus because of cholestasis.
Yes, if I were terminally ill in certain forms of cancer, MS or Huntington and if I became a 'vegetable' after an accident. It doesn't agree with my personality. I don't consider that I would be able to meet my vital goals in life.
-Woman, 22 years old, first-year medical student C-b) Reduced integrity and autonomy. The students expressed that euthanasia is an option for patients with reduced autonomy and integrity due both to physical and cognitive impairment, which may create situations with dependence on help from others or medical-technical equipment. Arguments supporting euthanasia because of reduced autonomy and integrity were related to loss of control of bodily functions, loss of vision, hearing, mobility and problems of communication, as well as inability to manage one's own life, which might reduce the possibility of a dignified life.
To be kept alive by machines and medications is not dignified, unless the person can live at the same time. When a person can't get the care she is entitled to, is in pain and suffers, lacks her pride and does not want to live anymore, I think it should be permitted (i.e. euthanasia).
-Woman, 22 years old, first-year medical student C-c) Hopelessness. Hopelessness was described as a situation with low quality of life, no meaning in life, helplessness and with no hope of improvement of the situation, a situation where life does not bring any joy, is not worth living and one is reduced to a state of constant waiting for death.
When a tormenting and slow and painful death awaits. But also people (especially the very old) who do not want to await the heart attack or who feel lonely -life does not seem worth living anymore. -Woman, 20 years old, first-year medical student C-d) Social factors. Social factors that contributed as reasons for euthanasia were loneliness or feelings of being a burden to relatives.
In a situation where I know 100% that I will be dead within a couple of weeks and that my eventual remaining weeks will bring only suffering to my friends and family. -Man, 21 years old, first-year medical student C-e) Complications of old age. According to the medical students, complications of old age, which motivate euthanasia, were combinations of the factors mentioned above; symptoms of disease, reduced autonomy and integrity because of disease, loss of will to live and loneliness. In addition, the experience of difficulties for old people to attain proper care and help was also described.
If I suffer terribly and will die soon anyway. But also if I'm 85 years old and wear a diaper and live in a retirement home and can't even manage my own hygiene or even eat by myself. And if I never get to go outdoors. I sit and stare at the test pattern on the TV screen and American soap operas for five hours every morning. I don't want to live like that.
-Woman, 20 years old, first-year medical student
A-Who should make the decision and perform euthanasia?
The students' answers consisted of many different combinations of participants in both the decision-making and the performance of euthanasia.
The decision to perform euthanasia (see Figure 1 ) should always be based on the wish of the patient, but in case of a noncompetent patient, a proxy or living will could do. Some thought that the patient should make the decision all on his own (35%), together with his family (2%), whereas others wanted a medical doctor to participate in the decision (63%). However, there were also suggestions that the decision should be made by several doctors with certain training, or multi-professional teams (including nurses and chaplains). Some considered the relative's views as important whereas others emphasized the importance of legal assessment, such as a court.
There were many different opinions concerning the performance of euthanasia (see Figure 2 ). Most considered that it should be performed by a medical doctor (72%), according to some the patient's own doctor or to others a specially trained doctor not known to the patient. Some added that for the doctor, euthanasia should only be performed voluntarily and not as a duty, potentially against his or her own beliefs. Some asserted that euthanasia was not a task for doctors, and instead anyone else would be better; maybe a nurse or some other member of the staff. Many of the medical students suggested that the patient herself should take the lethal dose if possible, that is patient-assisted suicide and some said that relatives or anyone elected by the patient or staff could perform euthanasia.
Discussion
This study has described medical students' attitude to euthanasia. The opinions stated by the respondents opposing and supporting euthanasia are mostly similar to those presented in previous studies and philosophical texts. Arguments opposing euthanasia on grounds of it being morally wrong and by the slippery slope argument are often used, as well as statements supporting euthanasia based on the principle of autonomy and the relief of suffering. 39 The effects on physicians if performing euthanasia have been sparsely studied, but there is some support for the students' fears of a negative effect on physicians emotionally and psychologically. 40, 41 The argument that requests for euthanasia are not necessarily true wishes to die has been discussed previously. In an article by Muskin, the possible meanings of such a request are discussed from a psychodynamic perspective, where the request might contain factors such as control, rage, revenge, hopelessness, guilt and self-punishment and is a way to communicate these feelings to the doctor. 42 In interviews with terminally ill patients by Mak and Elwyn, patients' reasons for desiring euthanasia related with their whole life experience and revealed hidden psychosocial and existential issues. 43 The students' arguments also resemble those presented by terminally ill patients in a study by Johansen et al. where fear of future suffering from pain and hopelessness were the major factors in requests for euthanasia; however, these wishes were ambivalent and fluctuating and should rather be regarded as potential future mental solutions than an actual wish to die. 22 The students expressed the opinion that suffering motivated euthanasia, and they gave several examples of origins of suffering in good agreement with studies of terminally ill patients 9, 17, 44, 45 and of patients having died from PAS in Oregon, 46 where feelings of being a burden to the family, reduced integrity and autonomy, and loss of joy or hopelessness were major concerns.
The participants mentioned several diagnoses motivating euthanasia. Interestingly, several of these are not usually used in the context of euthanasia and would be legally questionable in the countries permitting euthanasia (Belgium and The Netherlands) and PAS (Oregon, USA). The laws regulating euthanasia or PAS all require a voluntary, wellconsidered request, an 'informed consent', to allow euthanasia or PAS. They also stress that the patient should suffer from unbearable suffering caused by a medically futile condition; for example, in Oregon this is expressed as terminal disease with a maximum of six months left in life. [47] [48] [49] Thus, the diagnoses causing physical handicaps suggested by the students would doubtfully fulfil the criteria of medical futility and unbearable suffering. The patients with diagnoses of cognitive impairment would not be able to fulfil the criterion of a well-considered request, which requires intact cognition. Actually, this group even falls outside of the definition of euthanasia proposed by the European Association for Palliative Care ethics task force, where euthanasia is defined as when 'a doctor intentionally is killing a person. . . at that person's voluntary and competent request'. 50 Although, this does happen according to evaluations in the Netherlands, 51 it is not legal and should not according to certain authors be named euthanasia, but murder. 50 The students stressed the importance of autonomy as an argument supporting euthanasia. However, there seem to be an inconsistency in the students' arguments stressing the principle of autonomy and the importance of basing the decision to undergo euthanasia on the patient's own wish and at the same time advocating for euthanasia for the cognitively impaired, who can by no means make an informed choice by themselves. For cognitively impaired persons to be medically killed, the decision must be made by someone else; for example, a medical doctor or relative, which contradicts the principle of autonomy. There is also another problem stressing the patient's right to his autonomy when arguing for euthanasia, as there is others involved who also have a right to their autonomy. The autonomy of the staff, which might have a desire not to participate, was not mentioned by those supporting euthanasia.
There seems to be a negative view in general among the students concerning the quality of life in persons with cognitive and physical handicaps and the situation of elderly people. However, as the students in most cases have work experience from the healthcare system, which for young students in Sweden would generally be the care of old people at retirement homes and in home-help services, as well as experience through their medical studies, there was no difference between the first-and the fifth-year students in advocating euthanasia for elderly, cognitively and physically handicapped persons. Thus, neither the experience nor the education seems to have affected these opinions. When young, probably with a limited personal experience of disease themselves, medical students might find it frightening to imagine losing their cognition and independence, especially since most medical students are individuals who have made their careers by good grades and intelligence, being cognitively high-functioning and hard-working and therefore see this as a vital ingredient in their self-image. This is indicated in the quotation (at argument 2a: 'Yes, if I were terminally ill in certain forms of cancer, MS or Huntington and if I became a "vegetable" after an accident. It doesn't agree with my personality. I don't consider that I would be able to meet my vital goals in life'). Whether this view only applies to their personal wishes in a potential future situation or represents their view when handling elderly, cognitively and physically handicapped patients is not expressed. In a study by Carmel, medical students and elderly people rated their will to live and the students also rated their perception of the elderly people's will to live. The students in this study believed the elderly had a will to live much weaker than their own, and their assumed will was weaker than that reported by the elderly themselves. This was believed to affect how they handle patients 52 Even severely ill cancer patients in palliative stages can value their lives highly, if they are able to balance acceptance and a fighting spirit and if they still have a sense of coherence and are able to find meaning in relationships, etc. 53 Another interesting finding of this study was that the proportion of students who wanted to legalize euthanasia was lower than the proportion that considered it as a future option to end their own lives. This can be interpreted as the students shifting between their dual positions when answering the questions -when discussing legalization and implementation of euthanasia they answer in their future roles as medical doctors, whereas when discussing the possible use of euthanasia for themselves, they answer on a personal level. But it is also possible that the students have ambiguous attitudes to euthanasia; you might want euthanasia for yourself, but you do not want to perform it on others. This might cause a conflict within the students themselves, which is important to acknowledge.
Although, interviews probably would have provided more detailed data and reached a deeper psychological level compared with questionnaires, this study (n ϭ 165) provided a large amount of rich data from a large group. The response rate was 44%, which may affect the transferability of the results to other groups of medical students. However, the study group was similar in age and gender ratio to the entire student population and therefore their attitudes and perceptions have a bearing on the entire population, whereas the exact ratio of students' supporting or opposing euthanasia cannot be seen as exact figures reflecting the underlying population. This assumption is supported by similar results from other Scandinavian studies of medical students, 13, 32, 33 where~2 5% support legalization of euthanasia. To reach more substantive conclusions on this matter, further research is needed. A quantitative study based on the findings of this study could reach results more generalized and strengthen the possible implications.
The clinical implications of the results presented in this study concern important aspects in the education of medical students, helping them develop into their future roles as medical doctors. There may be a lack of knowledge among the students about the possibility of alleviating symptoms at the end of life. The symptoms listed as motivating euthanasia are in many cases possible to palliate such as pain, pruritus and dyspnoea and also the symptoms of the diseases mentioned, such as heart failure. The results indicate a possible need for improved education of medical students focusing on the possibilities of successful symptom control in palliative and supportive care of severe diseases. It also indicates the importance of recognizing the perspective of and quality of life of patients with cognitive impairment, physical handicaps, dependence on others and advanced age. As shown previously, physicians' attitudes on these matters are important factors, both on a group level in the general debate on euthanasia, but also in the direct contact with patients in decision-making around end-of-life matters. 29 
